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Abstract
This article summarizes the challenges, opportunities and lessons learned from presentations,
discussions and debates addressing major policy and programmatic responses to HIV in six
geographical regions: Sub-Saharan Africa, Asia and the Pacific, Eastern Europe and Central Asia,
Latin America, Caribbean, and Middle East and North Africa. It draws from AIDS 2008 Leadership
and Community Programmes, particularly the six regional sessions, and Global Village activities.
While the epidemiological, cultural and socio-economic contexts in these regions vary
considerably, several common, overarching principles and themes emerged. They include:
advancing basic human rights, particularly for vulnerable and most at risk populations; ensuring the
sustainability of the HIV response through long-term, predictable financing; strengthening health
systems; investing in strategic health information; and improving accountability and the involvement
of civil society in the response to AIDS.
Equally important is the need to address political barriers to implementing evidence-based
interventions such as opioid substitution therapy (OST), needle and syringe programmes (NSPs),
comprehensive sexuality education for youth, and sexual and reproductive rights. Finally, these
regional discussions emphasized the need for legislative and policy reforms related to structural
barriers facing women and girls, MSM, IDUs, sex workers and migrant populations.
Discussion
Sub-Saharan Africa
Sub-Saharan Africa remains the region most heavily
affected by the epidemic, accounting for 67% of all PLHIV
and nearly 75% of all AIDS deaths in 2007. Almost 90%
of the children with HIV worldwide live in sub-Saharan
Africa, and HIV is the underlying cause of almost one-
third of all child deaths in some high-burden countries
[1].
South Africa has the world's largest national epidemic,
with an estimated 5.7 million PLHIV. Approximately
500,000 people are newly infected each year and 1,000
people die every day from AIDS-related illnesses. Young
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women in South Africa face a substantially greater risk of
becoming infected than men [2].
22 million people live with HIV in sub-Saharan Africa. 1.5
million people died from AIDS-related causes in 2007. 1.9
million people were newly infected in 2007. The most
vulnerable populations include women and girls, chil-
dren and youth.
Lessons learned
The regional session on sub-Saharan Africa acknowledged
the tremendous progress in national responses to AIDS in
the past few years, including substantial increases in ART
coverage [3]. Declining HIV prevalence has been observed
in several countries, particularly in the smaller HIV epi-
demic of West Africa. In his overview of the regional
response, Kaptue (Université des Montagnes, Cameroon)
praised the achievements of countries such as Botswana,
Kenya, Malawi, Namibia and Zambia, where political
commitment, multisectoral coordination and the active
participation of civil society have shown success despite
limited resources [4]. However, stabilizing or declining
HIV prevalence may at least partially be due to approxi-
mate parity between AIDS mortality and new infections,
raising questions about the extent of the efficacy of pre-
vention interventions. Countries facing civil war and/or
severe economic and political crisis have produced data
suggesting that HIV is on the decline when the opposite
may in fact be occurring. As such, speakers noted that
recent HIV prevention successes cited by UNAIDS in Zim-
babwe should be viewed with caution, as emigration and
dispersal of HIV-positive people may mask actual HIV
prevalence rates. A late-breaker study addressing the
impact of conflict - specifically post-election civil unrest in
Kenya - revealed a significant negative impact on ART
adherence and other health outcomes [5].
In Tanzania, the President and First Lady launched a
national HIV testing and counselling campaign in July
2007 by taking a voluntary HIV test. By April 2008, the
number of people who took an HIV test was nearly 10
times the total average number of people who take a test
in a year. Namibia's recent Demographic and Health Sur-
vey reported one of the highest rates of HIV testing in the
region [6].
In Cameroon, where the national antiretroviral therapy
programme has been implemented with progressive
decentralization, a study concluded that district-level HIV
services performed as well as the central and provincial
services [7]. A study in Swaziland found that providing
community-based antiretroviral therapy reduced the
number of missed appointments among patients [8].
In 2005 the Botswana government contracted a private
management company to outsource antiretroviral therapy
provision to the private health sector and ease congestion
in public facilities. By May 2007, almost 6,000 patients
had been enrolled in antiretroviral therapy and the wait-
ing lists in the public sector reduced dramatically [9]. Also
in Botswana, more than 90% of HIV-positive pregnant
women received antiretrovirals in 2007 to prevent trans-
mission to their children [10]. The increase in ART cover-
age is outlined in Figure 1.
Other speakers cautioned against complacency in this
region's response to HIV/AIDS. Elizabeth Mataka, UN
Special Envoy for AIDS in Africa, called for raising aware-
ness on the risks of multiple, concurrent partnerships, and
noted the resurgence in sexual risk behaviour in countries
such as Uganda, where the epidemic had begun to stabi-
lize [11]. The report-back from the 11th meeting of the
Society for Women against AIDS in Africa (SWAA) by
Soulymane Mboup noted that, while there had been sig-
nificant improvement in mainstreaming gender issues
into policies and plans, implementation has been largely
unaffected; promoting the sexual, reproductive, and
human rights of women infected and affected by HIV/
AIDS and addressing gender-based violence will be inte-
gral in effectively addressing gender equity issues and -
ultimately - the overall response to AIDS in this region
[12].
Challenges and opportunities
HIV programmes in sub-Saharan Africa continue to face a
critical shortage of health workers and health care infra-
structure. Speakers from Uganda and Malawi - countries
which have both made substantial progress in expanding
their HIV response in recent years - described how the
"second wave" of scale-up will not be sustainable without
building human resource capacity and providing better
working conditions and other incentives aimed at staff
retention [13]. They also emphasized the need to
strengthen infrastructure at all levels of the health care
delivery system, outreach to rural areas and hard-to-reach
populations, and integrating HIV services within the pub-
lic health care delivery system, an issue that, as session Co-
Chair Bience Gawanas noted, is complicated by the enor-
mous challenges posed by the dual epidemic of TB and
HIV.
Advocates emphasized that respect and recognition of
human rights, irrespective of gender, sexual orientation or
ethnicity, must become central to the response in the
region. Mataka and other speakers argued that HIV pro-
grammes in sub-Saharan Africa have largely neglected the
needs of men who have sex with men, held back by denial
and homophobia, as well as the needs of IDUs. While
political leaders at the conference expressed support forJournal of the International AIDS Society 2009, 12(Suppl 1):S6 http://www.jiasociety.org/content/12/S1/S6
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addressing the needs of these groups, future conferences
will judge whether the rhetoric will translate into badly
needed legal and policy reforms. To date, the actions of
national governments - from the homophobic statements
of the President of Gambia (who recently threatened to
kill all homosexuals) to the arrest of three Ugandan gay
activists at the June 2008 HIV/AIDS Implementers' Meet-
ing - seem to more accurately reflect the position of many
policymakers in this region [14,15].
The importance of sound strategic health information was
also raised during a number of sessions, both as the basis
for designing and improving programmes, as well as a
gauge of transparency and accountability. Estimates of the
size of populations at high risk of infection (such as MSM
and IDUs) are limited, and data on coverage of services
among these groups were absent from many country
reports. Speakers noted that community-based organiza-
tions can play a greater role in monitoring progress and
holding governments accountable at future conferences,
but to do so must have access to greater technical support
and capacity to undertake "shadow-reporting" alongside
official government reports.
While substantial progress has been made in scaling up
priority HIV interventions in sub-Saharan Africa, that
progress remains fragile and more attention and resources
are required to address both health system capacity and
the needs of vulnerable and most at risk populations.
Asia and the Pacific
The HIV epidemic in Asia and the Pacific is one of the
most diverse in the world, with epidemiological trends
varying widely depending on the country and sub-region.
Epidemics in Cambodia, Thailand and Myanmar show
declining HIV prevalence, while those in Viet Nam, Indo-
nesia and Papua New Guinea are growing. New infections
are also increasing in populous countries such as China
and Bangladesh.
Five million people live with HIV in Asia, 74,000 in the
Pacific. 380,000 people died from AIDS related causes in
2007 in Asia, 1,000 in the Pacific. 380,000 people were
newly infected with HIV in 2007 in Asia, 1,000 in the
Pacific. The populations most at risk include sex workers,
IDUs and MSM.
Lessons learned
Countries such as Thailand, Cambodia and some Indian
states were widely recognized for their effective and
focused HIV responses, especially their campaigns
encouraging 100% condom use in sex work settings. In
UNAIDS number of people receiving antiretroviral drugs in low and middle income countries, 2002-2007 Figure 1
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Tamil Nadu, India, a programme targeting sex workers
introduced in 1995 under a tripartite agreement between
government, community organizations and funding
agencies has resulted in a dramatic increase in condom
use among female sex workers and truckers [16].
In Malaysia, the government allowed the introduction of
harm reduction programmes in 2005, and by 2008, there
were more than 22,000 drug users on opioid substitution
therapy, with more than one million needles distributed,
and a methadone programme introduced in prisons [17].
In China, Viet Nam and Indonesia, the response has
recently begun to gather pace and has shown moderate
success. Harm reduction programmes for injecting drug
users are gradually expanding in the region; however, men
who have sex with men have been largely overlooked.
Wimonsate (Ministry of Public Health, Thailand)
reported rapidly growing rates of HIV incidence among
MSM in a cohort from Bangkok. 1,000 HIV-negative MSM
were recruited and tested for HIV every four months. To
date in the on-going study, the annual HIV incidence in
the group is estimated at 5.1% [18].
In Bangladesh, information on HIV prevention was inte-
grated into the school education curriculum, taking into
the account the local cultural and religious context [19].
Papua New Guinea faces a rapidly expanding epidemic in
a context of weak health infrastructure, weak political
commitment, and high rates of violence against women.
While there have been some recent achievements in the
national response, effective advocacy is constrained by the
challenges of mobilizing civil society, involving PLHIV,
and the geographical and linguistic heterogeneity of the
country.
The Avahan initiative was launched in India by the Bill &
Melinda Gates Foundation in 2003, with the objective of
increasing access to HIV prevention in six states with
India's highest HIV prevalence rates. Working with the
national, local and district governments and major non-
governmental organizations, Avahan provides funding
and technical support to distribute condoms, provide
screening and treatment for sexually transmitted infec-
tions, and expand peer outreach within key populations
(see Figure 2) [20].
Challenges and opportunities
Recommendations from the independent Commission
on AIDS in Asia emphasized the urgent need to focus on
populations most at risk, and called on political leaders to
increase their knowledge of the dynamics of the epidemic
in their countries and to invest in evidence-based inter-
ventions [21]. The recommendations were echoed by
speakers at the regional session on Asia and the Pacific
[22].
The Avahan initiative Figure 2
The Avahan initiative.
Since 2003, Avahan has supported prevention programmes for nearly 280,000 individuals at high risk – including 
female sex workers, their male clients and injecting drug users – in 605 towns in the six targeted states of India.  
Avahan’s success is driven by a business oriented scale up model. Beginning with a detailed assessment of the 
“market  size”  of  populations  of  high risk  groups,  Avahan  identified  key  locations  which  contained  large 
concentrations of high risk behaviour, developed a common minimum programme, and worked with a wide range 
of  implementing  partners  to  roll  out  interventions.  Community  volunteers  were  recruited  to  conduct  social 
mapping of networks of high risk groups, and engage them directly in service delivery. For example, in each 
district, a peer sex worker manages service demand for between 35 50 of her colleagues, and tracks outcomes on 
a weekly basis. Avahan also uses a routine programme monitoring system to track progress and improve its 
services. Journal of the International AIDS Society 2009, 12(Suppl 1):S6 http://www.jiasociety.org/content/12/S1/S6
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Several sessions also highlighted a number of cases where
laws that criminalize drug use, sex work and homosexual-
ity continue to obstruct HIV service provision. In Thailand
and Myanmar, for example, drug users continue to face
incarceration and even death at the hands of law enforce-
ment officers [23]. In Cambodia and China, sex workers
face violence and human rights violations [24]. Sex
between men remains illegal in most of Asia and is there-
fore driven underground. Some examples of progress are
emerging: in India, for instance, the Minister of Health
expressed support at the conference for changing the
Indian Penal Code, which criminalizes homosexuality
[25]. However it is clear that a stronger commitment from
political leadership is needed to ensure equal access to
HIV services for these groups (Figure 3).
Other priorities in the region include expanding access to
treatment and care, including affordable second-line
drugs; treatment adherence; strengthening links with TB
and HCV programmes; and integrating HIV services with
maternal and reproductive health services. Increasing the
uptake of HIV testing and counselling services is key, as is
protecting the privacy and confidentiality of people
accessing those services.
The need for reliable data on the populations affected by
HIV and their access to services was also raised by speak-
ers. Greater investment is needed not only in generating
data to evaluate and improve programmes, but in build-
ing capacity to analyse and use data from different
sources. The extensive work undertaken by the Commis-
sion on AIDS in Asia in reviewing existing evidence and
developing recommendations will serve as the basis for
expanding the response to the epidemic in the region, and
for assessing progress at future conferences.
Eastern Europe and Central Asia
This region includes one of the fastest-growing HIV epi-
demics, particularly in the Russian Federation and
Ukraine, and is concentrated primarily among IDUs, with
significant overlap between injecting drug use and sex
work. While political attention and resources allocated to
HIV are growing, the policy and programmatic response -
including government efforts to include civil society
groups in decision-making - has been uncoordinated and
inconsistent.
By the end of 2007, 1.5 million people were living with
HIV in Eastern Europe and Central Asia, 58,000 had died
from AIDS-related causes and 110,000 people were newly
infected. Most at risk populations include IDU, sex work-
ers and MSM.
Lessons learned
In the Russian Federation, domestic resources allocated to
the HIV response have increased fifty-seven fold from
2005 to 2007 (up to 10.7 billion roubles or US$444.8
million in total), based on Russia's 2008 Country Progress
Report [26]. In Uzbekistan, IDU "trust points", which
offer needle and syringe programmes and substitution
therapy, are slowly being scaled up [27]. In Moldova,
harm reduction interventions are being expanded in
prison settings [28].
Ukraine has the highest estimated HIV prevalence in the
region, with very high infection levels among IDUs. The
Ukrainian government has demonstrated strong political
commitment to address the epidemic, and access to sub-
stitution therapy and antiretroviral therapy for injecting
drug users is slowly scaling up. The first pilot substitution
therapy project was introduced in Ukraine in 2004, and
had expanded to 11 sites by 2007. A national operational
plan to scale up opioid substitution therapy in Ukraine
between 2007 and 2011 is being finalized [29].
The number of people receiving ART in the Ukraine
expanded from 137 in 2004 to nearly 8,000 people in
2007 after stewardship of a grant from the Global Fund
was transferred from the Ministry of Health to the HIV/
AIDS Alliance, due to problems with grant management
by the government recipient. The Alliance, working in
close collaboration with the Ministry of Health, the
Ukrainian AIDS Centre and the All-Ukrainian Network of
People Living with HIV/AIDS, has demonstrated how a
multidisciplinary approach with shared responsibility is
successful in scaling up service delivery at a national level.
Challenges and opportunities
Universal access to HIV prevention, treatment and care in
Eastern Europe and Central Asia will not be achieved
unless policy and legislative changes take place that
decriminalize homosexuality and sex work, and increase
evidence-based drug treatment and prevention services for
The Delhi High Court Decision Figure 3
The Delhi High Court Decision.
In July 2009, the Delhi High Court ruled that Section 377 of the Indian Penal Code, which criminalizes 
“carnal intercourse against the order of nature,” violates India's Constitution, potentially paving the way 
for a national change in this colonial era legislation. Journal of the International AIDS Society 2009, 12(Suppl 1):S6 http://www.jiasociety.org/content/12/S1/S6
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IDUs (including making buprenorphrine and methadone
available as OSTs). The overall access to these services for
IDUs remains unacceptably low.
Although access to prevention and treatment services for
IDUs are expanding, many projects are still in the pilot
phase. Consistent access to NSPs remains limited, and
some countries, including the Russian Federation, still do
not provide OST. At the conference Global Fund Executive
Director Michel Kazatchkine called on the international
community to engage in dialogue with the Russian Feder-
ation on the effectiveness of harm reduction interven-
tions, including OST (Figure 4)[30].
Data on the epidemic among MSM is very limited,
although evidence suggests that the epidemic among this
population may be substantially larger than official fig-
ures estimate. The Ukrainian HIV surveillance system, for
example, only reported 159 HIV transmissions from sex
between men since reporting began, even though there are
an estimated 40,000 MSM living with HIV in the country
[31]. The region has made better progress in PMTCT, with
coverage at 71% in 2007. Access to antiretroviral therapy
is also increasing, although coverage was only 17% in
2007, and drug prices remain high. Co-infection with TB
and hepatitis B and C are highly prevalent in the region
[32].
At the conference speakers advocated for improved HIV
surveillance and monitoring, including a disaggregation
of service indicators by sex and risk group, and monitor-
ing of treatment outcomes and drug resistance. Partici-
pants also cautioned that while the epidemics in the
region were categorized as concentrated, large numbers of
people were infected, drawing attention to the probability
of an underestimation of the burden of disease, especially
among MSM, sex workers and prisoners.
Speakers also called for integrating HIV prevention and
care within overall health systems strengthening and serv-
ice quality assurance measures in these countries. Civil
society representatives also called for greater cooperation
between civil society organizations and government agen-
cies in policy and decision-making processes, which to
date has been very limited [33].
Latin America
Having Mexico host AIDS 2008 meant that regional
response to HIV was at the centre of discussion and
debate. Local AIDS 2008 Co-Chair Luís Soto-Ramírez
noted that, "the conference has had an enormous impact
in Mexico and throughout Latin America. People here are
now talking openly about HIV and AIDS. It is really going
to help not only men who have sex with men, sex workers
and drug users but also migrants and indigenous commu-
nities in Mexico" [34]. Significant numbers of new infec-
tions continue to occur among MSM, sex workers and, to
a lesser extent, IDUs. An estimated 200,000 people are liv-
ing with HIV in Mexico alone.
1.7 million people live with HIV in Latin America. 63,000
people died from AIDS-related causes in 2007. 140,000
people were newly infected in 2007. The populations
most at risk for HIV include MSM and sex workers.
Lessons learned
AIDS 2008 provided an opportune platform to bring
Latin American issues to the forefront. Immediately prior
to the start of the conference, the 1st International March
against Stigma, Discrimination and Homophobia was
held in Mexico City and Latin American and Caribbean
Ministers of Education and Health signed a declaration
pledging to implement comprehensive sex education and
sexual health promotion programmes among young peo-
ple [35]. At the conference, the Director of CENSIDA,
Mexico's national HIV programme, Jorge Saavedra pre-
sented a plenary focused on sex between men [36]. The
founder of the Argentine Association of Female Sex Work-
ers presented a plenary address focusing on issues related
to sex work, gender inequality, sexual violence and labour
rights [37]. The President of Panama, the last Latin Amer-
ican country criminalizing homosexuality, announced
during the conference he had signed an executive repeal-
ing the legislation.
Brazil, widely acknowledged for its successful ART pro-
gramme, has also taken steps to protect the rights of sex
The Yalta summit Figure 4
The Yalta summit.
In November 2009 the IAS convened a summit on OST in Yalta, Ukraine, in collaboration with the Open 
Society Institute, aimed at providing clinicians, narcologists and policymakers from Eastern Europe and 
Central Asia with the evidence base to support a policy shift in this region towards legalizing and 
expanding access to OST for people who use drugs. Journal of the International AIDS Society 2009, 12(Suppl 1):S6 http://www.jiasociety.org/content/12/S1/S6
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workers. Sex work is not a crime in Brazil, and the govern-
ment promotes HIV prevention education and self-esteem
among sex workers, including a high profile communica-
tions campaign with the tagline, "no shame girl, you're a
professional" [38]. RedTraSex, the Latin American and
Caribbean Network of Female Sex Workers, supports
member organizations in the region to conduct peer out-
reach and promote sex workers rights. In Ecuador, sex
workers recently obtained the right to carry the same
healthcare card as everyone else, guaranteeing the same
access to essential health services as all women [39]. In
Peru, a research project in Lima is using new approaches
to reach out to MSM and women to promote HIV preven-
tion and care [40].
Mexico's response
The epidemic in Mexico is concentrated among MSM and
sex workers and is growing among IDUs. In response, the
government and nongovernmental organizations have
undertaken several prevention efforts among sex workers
and gay and other MSM. Mexico City has gone even far-
ther in addressing discrimination against gay/MSM by
legalizing gay marriage, one of the first jurisdictions to do
so in the region, and implementing an HIV awareness
campaign to coincide with AIDS 2008. Mexican civil soci-
ety groups have been actively engaged in collaborating on
these issues with government, and Mexico City Mayor
Marcelo Ebrard specifically spoke out against discrimina-
tion and homophobia during his speech at the Closing
Session.
Antiretroviral therapy, provided free of charge in the pub-
lic sector since 2003, covered about 57% of estimated
need in Mexico at the end of 2007 [41]. During the con-
ference, Mexican President Felipe Calderón announced
the repeal of a policy which prevented foreign pharmaceu-
tical companies from selling antiretrovirals in the country
unless they were manufactured there [42]. Needle and
syringe programmes have expanded, and the Mexican
government also agreed to provide participants who use
drugs with methadone during the conference, even
though methadone is illegal under Mexican law [43].
Under the leadership of Jorge Saavedra, Mexico's first
openly gay senior government official, the country has
taken a number of steps to address homophobia and dis-
crimination against MSM and to improve their access to
health services. Overall spending on HIV programmes
increased substantially in Mexico between 2001 and
2005, including funding for programmes targeting MSM.
In 2005, Mexico launched a government-endorsed
nationwide anti-homophobia campaign, and is now
working towards declaring the 51 new HIV ambulatory
care clinics in Mexico as "homophobia-free services" [44].
Challenges and opportunities
In an overview of the regional response, Cesar Nunez
from UNAIDS called for scaling up the regional response
with sustained political leadership, resource mobiliza-
tion, and greater involvement of civil society to fight
stigma, discrimination and homophobia [45].
Despite progress in many countries, sex workers and MSM
continue to face denial, exclusion and violence. The Latin
America and Caribbean Sex Worker Network reported
that 34 sex workers in Latin America were killed in the ten
months preceding the conference [46]. Speakers also
called for greater attention to the needs of indigenous
people and migrant workers [47].
While several countries have made progress in scaling up
access to treatment and care for people living with HIV,
the region still faces the challenge of limited trained
human resources and inadequate health infrastructure,
especially in rural areas. Sustainable financing is neces-
sary, both from domestic and international sources; one
of the financing issues faced by several countries in this
region is their current ineligibility for Global Fund grants.
Many speakers also emphasized the need for better strate-
gic health information on the epidemic. There is limited
data on the dynamics and epidemiological trends among
populations at high risk, and little is known about their
access to HIV services. Many countries in the region do not
have national monitoring and evaluation plans for the
HIV response, which compromises both decision-making
and accountability [48]. Greater capacity to interpret and
use data, including among civil society organizations, is
also necessary to strengthen programmes and assess out-
comes.
The Caribbean
The Caribbean has the highest HIV prevalence of any
region outside sub-Saharan Africa, with approximately
75% of Caribbeans living with HIV residing in Haiti (the
poorest country in the Western hemisphere) or the
Dominican Republic. Overall prevalence in the region is
approximately 1% [49]. Poverty, unemployment, early
initiation of sexual activity and lack of HIV awareness are
all contributing to new infections in this region, among
which over 50% are women [50,51].
In 2007, 230,000 people were living with HIV in the Car-
ibbean, there were 14,000 AIDS-related deaths and
20,000 new HIV infections; sex workers, MSM and
women are the populations at highest risk of infection.
Lessons learned
In 2001, Caribbean countries adopted the Caribbean
Regional Strategic Framework for HIV/AIDS, a coordi-Journal of the International AIDS Society 2009, 12(Suppl 1):S6 http://www.jiasociety.org/content/12/S1/S6
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nated, regional approach to addressing the HIV epidemic.
Many have developed national strategic plans and legisla-
tion, and have expanded HIV services. Speakers at AIDS
2008 reaffirmed their commitment to the strategy and to
their national and regional plans. Public health authori-
ties also committed to eliminate mother to child trans-
mission of HIV and syphilis in the Caribbean by 2015
[52].
There has been substantial progress in scaling up access to
antiretroviral therapy in countries such as Cuba, Barbados
and Jamaica, as well as a decline in rates of mother-to-
child transmission [53]. However, there is little epidemi-
ological data for most at risk populations, largely because
of intense stigma and the resulting difficulties in reaching
these groups.
Community-based strategies in Haiti
Claude Pean from Haiti presented the experience of the
Fame Pereo Institute, which provides HIV education, test-
ing and counseling, prevention of mother-to-child trans-
mission, treatment and support through mobile teams of
health workers who approach low-income communities
in households, schools, churches and other public places
[54]. This community-based approach is being used to
scale up access to ART in Haiti. A study conducted in clin-
ics managed by Partners in Health concluded that task-
shifting using a nurse-centred approach to HIV care in
rural Haiti was an effective model of scale-up, and resulted
in good clinical outcomes for patients [55]. Another Hai-
tian study found that regular support and follow-up by
community health workers helped to improve retention
in HIV care [56].
Challenges and opportunities
Many speakers emphasized the imperative of addressing
homophobia, HIV-related stigma and discrimination in
the Caribbean, and decriminalizing sex work and sex
between men if countries are to achieve universal access.
Without a change in public attitudes and relevant legisla-
tion, populations at high risk for HIV infection will con-
tinue to face barriers in accessing basic health care.
Speakers also noted the critical importance of addressing
the needs of young people and finding ways to engage
them in HIV prevention and control efforts.
Participants also agreed on the importance of strengthen-
ing HIV surveillance and monitoring in the region, espe-
cially among populations at highest risk for HIV infection,
and on the need to address broader developmental issues
as an important precursor to expanding access to services.
Many countries in the Caribbean are limited by poor pub-
lic sector infrastructure and fragile economies, and pov-
erty and unemployment contribute to the rise of
transactional sex, population mobility and gender ine-
quality.
Middle East and North Africa
At the Regional Session on the Middle East and North
Africa, Tawil (UNAIDS, Switzerland) emphasized that
there is no single HIV epidemic in this region, and that the
response has been shaped by diverse socio-political and
epidemiological contexts [57]. He described the regional
response in three overlapping categories: a "comprehen-
sive" response in countries such as Djibouti, Iran,
Morocco, Somalia and Sudan; an "adaptive and poten-
tially effective" response in countries such as Jordan, Leb-
anon, Tunisia and Yemen; and responses "limited" either
by political constraints (such as Egypt and Libya), or by
war or post-war contexts (Afghanistan, Iraq, Occupied
Palestinian Territories).
In 2007, 380,000 people were living with HIV in the Mid-
dle East and North Africa, there were 27,000 AIDS-related
deaths and 40,000 new HIV infections in the region. The
populations most at risk for HIV are sex workers, IDUs
and MSM.
Lessons learned
An Algerian speaker emphasized the importance of
involving PLHIV in the national response and developing
their capacity to participate in planning and implementa-
tion, including efforts to fight stigma and build links with
religious leaders [58]. She highlighted the importance of
the Algiers Declaration of People Living with HIV,
adopted in 2005, which brought together people living
with HIV from different countries in the region, and the
subsequent establishment of support groups in many
countries, including the Islamic Republic of Iran,
Morocco, Tunisia and Yemen.
Amal Karaouaoui of Morocco presented perspectives from
the field on providing HIV prevention services to popula-
tions at high risk [59]. She noted that while homosexual-
ity and sex work lie within a "forbidden zone" in the
socio-political and religious context of the region, a
number of countries were using community approaches
to reach out to risk groups (Figure 5). In the Sultanate of
Oman, community workers approach sex workers and
MSM, engage them in awareness efforts, and create a
bridge between these vulnerable groups and health serv-
ices. In Sudan, outreach workers disseminate health infor-
mation among tea-sellers and sex workers. She called on
other countries in the region to follow these examples,
acknowledging both the difficulty and promise inherent
in the work.
Other speakers noted the achievements in the Islamic
Republic of Iran, where prevention and treatment servicesJournal of the International AIDS Society 2009, 12(Suppl 1):S6 http://www.jiasociety.org/content/12/S1/S6
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for IDUs are provided in 600 addiction clinics in the
country and more than a 100,000 IDUs are receiving OST,
including inmates of prisons [60].
Challenges and opportunities
The main challenge in scaling up the HIV response in
North Africa and the Middle East remains the social
stigma and marginalization faced by the population
groups at high risk. Access to health information among
high risk groups is very limited, as is their access to health,
social and legal services. Effective outreach must be linked
with facilitating their access to HIV testing, treatment and
care, and dispelling stigma and taboos. Many speakers
also called for expanding dialogue with political and reli-
gious leaders and building the capacity of civil society
organizations for more effective outreach to such groups.
Participants also raised the need to strengthen surveil-
lance and monitoring in the region. Little is known about
the nature and scope of the epidemic among high risk
groups, due to both inadequate surveillance systems and
the stigma associated with these groups. Community
based organizations, which play a crucial role in provid-
ing outreach to marginalized populations in the region,
can also play a greater role in monitoring their access to
services and health outcomes. This will require greater
investments in capacity-building to equip them with the
necessary skills and resources.
Conclusion
The conference raised a number of policy and advocacy
issues that must be addressed to achieve universal access
to HIV prevention, treatment and care. While some issues
are specific to the epidemiological and socio-economic
context in a particular country or a region, a consensus
emerged on several overarching themes that must be
addressed in the scale-up of national HIV responses:
1. Advance universal human rights
The need to address protect the human rights of women
and girls, gay and other MSM, IDUs and sex workers in
country-level AIDS planning was echoed repeatedly in a
number of the country and regional presentations at AIDS
2008. National governments must acknowledge the needs
of the groups most affected by HIV, expand their access to
health services, and most importantly, remove legal and
policy barriers to scale up by decriminalizing sex work and
homosexuality, taking concrete measures to address the
root causes of gender inequality, and embracing the
implementation of effective harm reduction strategies for
IDUs, including NSPs and OST. Governments must also
build more meaningful collaboration with civil society
groups, especially groups representing people living with
HIV, in the development, implementation and monitor-
ing of programmes. The early mantra of AIDS activism,
"nothing about us, without us", became a common theme
at the conference.
2. Sustainability and strengthening health systems
Many countries in resource-limited settings stressed the
need to strengthen human resource capacity and provide
training and incentives for health workers to scale up the
HIV response. Strategies such as task-shifting, which is
showing positive outcomes, must be rolled out with due
attention to ensuring service quality and protecting
patient rights. Sustained scale-up of HIV programmes also
The Moroccan Example Figure 5
The Moroccan Example.
Outreach activities among sex workers have been conducted through nongovernmental organizations, and 
have included the distribution of condoms, HIV testing, and diagnosis and treatment of sexually transmitted 
infections. The Association de Lutte Contre le Sida, a local NGO, increased its voluntary testing and counselling 
centres from 5 in 2001 to 20 in 2007, with a ten fold increase in the number of clients. Morocco was also 
among the first countries in the region to introduce harm reduction programmes for IDUs, including the 
provision of substitution therapy in pilot sites. Morocco also hosts a sub regional knowledge hub of the 
Middle  and  North  Africa  Harm  Reduction  Network,  which  conducts  training,  advocacy  and  information 
sharing activities across the region. Journal of the International AIDS Society 2009, 12(Suppl 1):S6 http://www.jiasociety.org/content/12/S1/S6
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requires adequate health infrastructure, including drug
procurement and supply systems, laboratories, and serv-
ice provision to rural and other hard to reach populations.
Presentations throughout the conference echoed the need
for building synergies between HIV prevention and treat-
ment programmes and other health services. Advocates
also called for the removal of ceilings on health expendi-
ture imposed by the International Monetary Fund, and
called on countries to step up their own domestic expen-
ditures on health. A sustained response to HIV will also
rely on continued financial support from the interna-
tional community, including the Global Fund to Fight
AIDS, TB and Malaria.
3. Invest in strategic health information and improve 
accountability
There was clear consensus on the need for more robust
data to understand the burden and trends of the epidemic,
to inform programme development, and to measure out-
comes. The lack of data regarding populations at high risk
of HIV, especially MSM, was evident in all country ses-
sions. The health needs of these groups will continue to be
neglected unless countries commit to knowing the size of
populations at risk, monitoring disease trends, and track-
ing their access to services. It was also apparent from many
sessions that data needs to be interpreted with caution; in
a number of country presentations, ART coverage was
measured only against the number of people who know
their HIV status and are enrolled in public services, over-
looking the many who are undiagnosed. The interna-
tional community must play its part to ensure that
accurate, complete data are being collected and reported
by countries. Civil society organizations are increasingly
willing to build their own capacity to monitor progress
and hold governments and international agencies
accountable.
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